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Background: HIV prevalence is high among South African women of reproductive age and
transmission of HIV frommothers to children is a concern. This study ascertained the level
of knowledge about HIV infection and prevention, particularly prevention of mother to
child transmission (PMTCT) amongst South African women from a low income commu-
nity. It also established the challenges in delivering HIV education from the perspectives of
health care volunteers.
Method: Female residents (n ¼ 67) from Kenneth Gardens, a low income community in
Durban, South Africa were interviewed. In-depth semi-structured interviews were con-
ducted with 12 health care volunteers who were either health care workers or residents
who provided some form of social support in the community.
Results: Themajorityofrespondents indicatedthatamothercouldtransmitHIVtoherchildbut
wereunable tospecifyhow.ManywomenhadgeneralHIV/AIDSknowledgebutwereunable to
identify essential prevention behaviours and were not very receptive to more information on
HIV/AIDS. Theywere supportive of routine testing procedures and child bearing amongst HIV
positive women. Health care volunteers indicated a need for a community clinic in the area.
They also had limited knowledge of PMTCT and indicated that there was a need for more ed-
ucation on HIV, particularly to encourage the youth andmen to use preventative measures.
Conclusion: Innovative ways to impart knowledge particularly of PMTCT and updated
standards of practice are essential. It is important that the community understands how
transmission occurs so that prevention can follow.
© 2016 The Authors. Publishing services by Elsevier B.V. on behalf of Johannesburg Uni-
versity. This is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).395; fax: þ27 31 373 2405.
affejee), yfb1@cdc.gov (K.A. Ports), mmosavel@vcu.edu (M. Mosavel).
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rvices by Elsevier B.V. on behalf of Johannesburg University. This is an open access article
tivecommons.org/licenses/by-nc-nd/4.0/).
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HIV infections through a National Strategic Plan for HIV/AIDS
with priorities in expanding access to treatment and support
services (Department of Health SA, 2007). However, HIV
prevalence continues to be high among women of reproduc-
tive age, and transmission of HIV frommother to child (MTCT)
is a major concern and remains a public health priority
(Department of Health SA, 2007; Ginsburg, Hoblitzelle,
Sripipatana, & Wilfert, 2007; Manzi et al., 2005; UNAIDS,
2008). Children represent more than 15% of new HIV in-
fections worldwide, and approximately 90% of children
become HIV-positive through MTCT (UNAIDS, 2008). The
incidence of HIV infection in children in low and middle in-
come countries (LMICs) in 2012 was 260,000 with 90% of these
in sub-Saharan Africa (UNAIDS, 2013).
Vertical transmission of HIV from mother to child occurs
across the placenta or via breast milk (John & Kreiss, 1996). A
more severe maternal infection, indicated by higher viral
load and lower CD4 lymphocyte counts, is associated with
an increased risk of viral transmission (Lyall et al., 2001). In
the absence of any interventions, transmission rates range
from 15 to 45% (World Health Organization, 2014) but can be
reduced to below 5% with effective interventions such as
ARVs, caesarean section deliveries and avoidance of
breastfeeding (Cooper et al., 2002; Dorenbaum et al., 2002;
European Collaborative Study, 2005). However, the avoid-
ance of breastfeeding is not realistic in developing countries
and a large proportion of HIV positive women breastfeed
their infants due to social pressure (Becquet et al., 2005;
Coutsoudis et al., 2001). Thus the guidelines that SA has
adopted for prevention of MTCT (PMTCT) include the pro-
motion of exclusive breastfeeding together with the provi-
sion of antiretroviral prophylaxis to all neonates born to
HIV-positive mothers (Department of Health, 2013). Addi-
tionally all HIV-infected pregnant women are provided with
ARVs and counselling during pregnancy (Department of
Health, 2013).
In 2012 the HIV prevalence among pregnant South African
women attending antenatal clinics was 29%, with the highest
provincial prevalence of 37% in KwaZulu-Natal (Department
of Health, 2012). According to Goga (2011), one-third of HIV-
infected mothers in South Africa received triple-drug anti-
retroviral therapy (ART) and 20% reported exclusive breast-
feeding, both protective factors for PMTCT. Of concern, is that
nearly two-thirds of the pregnancies among HIV-infected
women were unplanned and this is a risk factors associated
with MTCT (Goga, 2011).
Knowledge of HIV/AIDS and PMTCT has been shown to
influence themotivation and uptake of ART for PMTCT among
women (Duff, Kipp, Wild, Rubaale, & Okech-Ojony, 2010).
However, previous studies in rural communities in Africa
have indicated that low levels of knowledge regarding PMTCT
and misconceptions about the cause of HIV are widespread
(Asefa & Beyene, 2013). One of the goals of the PMTCT pro-
gramme in South Africa is to strengthen community-based
activities to enhance the effectiveness of health pro-
grammes (Department of Health, 2012). Previous research hasindicated that such community-based activities have been
established in the current study setting, however the level of
knowledge particularly around HIV and PMTCT of these
health care volunteers is unknown.
The aim of this study was to ascertain the level of knowl-
edge and attitudes about HIV infection and prevention
particularly PMTCT of HIV amongst South African women
residing in Kenneth Gardens, Durban. The study also aimed to
understand the key challenges in delivering health care ser-
vices and HIV education from the perspectives of community
health care volunteers.2. Method
2.1. Study population and sampling
This is a collaborative study between researchers at the Dur-
ban University of Technology (DUT) and Virginia Common-
wealth University (VCU). Researchers from DUT have been
working closely with the Kenneth Gardens community in
health and community development projects. Data presented
in this paper are a sub-section of a larger study on perceptions
of health care particularly regarding HIV and cervical cancer.
Permission to conduct the study was obtained from the
Institutional Research Ethics Committee (IREC) of DUT and the
Institutional Review Board for the Protection of Human Sub-
jects at VCU. Written informed consent was obtained from all
participants prior to data collection, between July and
September 2013.
Kenneth Gardens is a municipal housing estate,
comprising a low income community, within the large
metropolitan city of Durban. It offers subsidised housing to
approximately 1500e1800 people of a low socio-economic
income or with a mental or physical disability. Partici-
pants comprised 67 women who are residents in Kenneth
Gardens and 12 health care volunteers who were either
health care workers or residents who provided some form of
service or social support in the community. The health care
volunteers were identified by members of the DUT research
team through previously established collaborative pro-
grammes between DUT and the community. Health care
volunteers assisted in participant recruitment by word of
mouth. Residents were further recruited using a snowball
technique which is effective when recruiting people from a
specific population, in this case from Kenneth Gardens only.
In order to reduce selection bias, and ensure that partici-
pants were members of different social groups, all health
care volunteers were asked to help recruit women. More-
over, we had to consider the safety of our research team. As
a team of women we were advised not to go door to door,
but to have community members come to us in a central
location.2.2. Data collection and management
A mixed methods approach was used, whereby both open-
and closed-ended questions were part of the questionnaire.
Table 1 e HIV/AIDs knowledge and awareness.
% (n)
Confirming responses to contraction of HIV by:
Unprotected sex 97 (65)
Sharing of needles 95.5 (64)
Sharing of razor blades 97 (65)
Mosquito bites 31.3 (21)
Oral sex 63 (41)
Sharing of utensils with HIV infected people 11.9 (8)
Coughing and sneezing 13.4 (9)
Shaking hands with an HIV infected person 3 (2)
By a curse 6 (4)
Confirming responses to prevent getting HIV/AIDS, by:
A traditional healer 9 (6)
Bathing/washing genitals after intercourse 7.5 (5)
h e a l t h s a g e s ondh e i d 2 1 ( 2 0 1 6 ) 1 7 1e1 7 8 173The closed-ended questions allowed the researchers to obtain
quantitative data to answer specific research questions. The
open ended responses enabled more in-depth understanding
of the participants' knowledge, attitudes, perceptions and
behaviour related to HIV. Data collected for this paper were
part of a larger study investigatingwomen's health in Kenneth
Gardens. Details of data collection and interviews have been
described previously (Ports, Haffejee, Mosavel, &
Rameshbabu, 2015).
2.2.1. Interviews with residents
Study inclusion criteria included being a female resident of
Kenneth Gardens, between the ages 18e50, with no mental
disability and had to be fluent in either English or isiZulu. The
informed consent was reviewed aloud with all participants, in
the participants' language of choice. A trained interviewer
administered the structured questionnaire. Interviews were
recorded via paper and pencil on the survey document. The
isiZulu interviews were conducted by two trained isiZulu
speaking research assistants. Researchers (FH and KP) con-
ducted the English interviews with residents. All interviews
were conducted in a private room following informed consent.
As previously noted (Ports et al., 2015), the structured inter-
view consisted of 133 questions and took approximately one
hour to complete. However, only questions pertaining to HIV
were analysed for the present paper. HIV positive women
answered 96 questions whilst HIV negative women answered
67 questions relevant to this report. This included the de-
mographic and general health related questions. The
remaining questions were related to cervical cancer and this
has been reported previously (Ports et al., 2015).
On completion of the interview, all participants received an
honorarium of R135.00 (equivalent to $15). The study adhered
to the principles of the Declaration of Helsinki (World Medical
Association, 2013).
2.2.2. Health care volunteer interviews
Study inclusion criteria included being a female who provided
health related assistance to the residents of Kenneth Gardens.
All health care volunteers had to be fluent in English.
Following informed consent, the semi-structured interviews
were conducted in a private room in English by KP and took
approximately 45 min to complete. These interviews were
audio-recorded and transcribed. The interview guide included
16 open-ended questions, but only questions pertaining to
informants' perceptions about the community's HIV knowl-
edge and attitudes were analysed for the purpose of this
paper. Sample questions included: “What challenges do
women in Kenneth Gardens experience when accessing HIV
screening and treatment?” and “What do people in your
community knowaboutmother to child transmission of HIV?”
On completion of the interview, all these participants also
received an honorarium of R135.00 (equivalent to $15).
2.3. Data analysis
SPSS (version 17) was used to analyse quantitative data. Uti-
lising a thematic approach, qualitative data were analysed by
identifying recurring themes (Braun & Clarke, 2006). Two
coders (KP and a trained research assistant) independentlyreviewed the transcripts of the qualitative responses and
developed a list of preliminary codes.3. Results
3.1. Residents
3.1.1. Socio-demographic characteristics of residents
A total of 67 residents were interviewed. The mean age was
28.4 years (18e50). Most were identified as Black (93%;
n ¼ 62), 4% (n ¼ 3) Coloured and 3% (n ¼ 2) of Indian origin.
This racial profile is reflective of the population diversity in
KG (Erwin, Marks, & Couchman, 2014). The majority of re-
spondents were single (77%; n ¼ 52), had completed high
school (43%; n ¼ 29) and were currently unemployed (72%;
n ¼ 48). Approximately 22% (n ¼ 15) were HIV positive.
Detailed socio-demographic data have been provided pre-
viously (Ports et al., 2015).
3.1.2. HIV/AIDS knowledge
Many respondents were unable to distinguish the difference
between HIV and AIDS with 82.1% (n ¼ 55) reporting that HIV
and AIDS were synonymous. The majority of respondents
were knowledgeable about the contraction of HIV from un-
protected sex and the sharing of needles or razor blades with
infected people. However there was a misconception about
the spread of HIV via mosquito bites, oral sex, coughing,
sneezing, sharing of utensils and shaking hands with HIV
infected people (Table 1). They agreed that sex with multiple
partners could increase the risk of contracting HIV (94%;
n¼ 63) and also agreed that use of a condomduring sex lowers
the chance of contracting HIV (91%; n ¼ 61). They were also
aware (91%; n ¼ 61) that people with other sexually trans-
mitted diseases are at greater risk of HIV. There were mis-
conceptions about the prevention of HIV/AIDS by seeking the
help of a traditional healer and by thewashing of genitals after
sexual intercourse (Table 1).
Only 67.2% (n ¼ 45) respondents were aware that ART can
prevent the development of AIDS in an HIV infected person.
However, 98.5% correctly reported that people with HIV
could prolong their lives by taking medications. However, a
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spondents that medicine was available to completely cure
an HIV infection.
3.1.3. Mother to child transmission
The majority of respondents (91%; n ¼ 61) indicated that a
mother could transmit HIV to her child. However, when asked
to describe how MTCT occurred, women seemed less certain;
slightly over half of the women (n ¼ 37; 55%) specified that the
virus could be transmitted during the pregnancy, less (n ¼ 18;
27%) reported transmission during labour/delivery, and only
19 (29%) indicated transmission through breastfeeding. Some
respondents (n ¼ 14; 21%) indicated that the virus could be
transmitted if the mother “failed to take her pills.” A few
suggested that transmission could occur if the mother
engaged in risky sexual behaviours such as unprotected sex
during the pregnancy (n ¼ 3).
The majority of respondents (94%, n ¼ 63) reported that a
pregnant woman who was HIV positive needed to continue to
practice safe sex despite being pregnant. Many (52%, n ¼ 35)
described the need to use a condom as a way to protect the
baby. Other respondents (24%, n ¼ 16) noted that HIV positive
women always need to wear a condom in order to maintain
their viral load. Fewer respondents suggested that condoms
should be worn to protect the sexual partner (12%, n ¼ 8), and
to protect the women from other STIs (7%, n¼ 5). Respondents
(6%, n ¼ 4) who did not think it necessary to use a condom
indicated that it was unnecessary, because the woman was
already infected; “you're already infected, what difference
does it make?”
3.1.4. Attitude towards child bearing for HIV positive women
Two thirds of the respondents (n ¼ 45; 67%) indicated that it
was acceptable for an HIV infected woman to conceive. Some
participants expressed the importance of child bearing to the
role of women in relationships (19%, n ¼ 13). “It is a principle
that everywoman should fall pregnant” and “She needs to feel
like a woman e feel normal”. Others indicated that if an
infected woman took hermedication (12%, n ¼ 8), was healthy
(10%, n ¼ 7), had a high CD4 count (10%, n ¼ 7), planned with
her doctor (7%, n ¼ 5) and her partner (4%, n ¼ 3) then she
should be able to conceive: “It depends if you are healthy, have
a high CD4 count plus you take your medicine, it's OK. Your
life should not end if you get HIV.” However a minority
believed that women should not conceive and expressed that
it endangered the child (7%, n ¼ 5), and the pregnant woman
herself (13%; n ¼ 9), especially during the delivery.
3.1.5. Attitudes towards screening for HIV
Two thirds of the respondents (n ¼ 45; 67%) indicated that
they were aware of routine HIV testing, where patients are
tested for HIV during routine medical visits. All respondents
were read a brief description of routine testing, and were
asked their opinion about it. The majority (94%; n ¼ 63) felt
that routine testing was a good idea because it was impor-
tant to know their status (54%; n ¼ 36). One woman
mentioned, “Everyone should know their status. We're all
positive until proven negative.” Another added, “One may
have a disease without realizing that one is sick due to being
infected”. Ten participants (15%) mentioned that routinescreening was particularly important, because of the HIV
infection window period. Others (9%, n ¼ 6) thought that
routine testing must be made mandatory; “If left up to us,
we won't do it.” Some (10%; n ¼ 7) commented that frequent
testing could help with HIV infection control, i.e., mainte-
nance of viral load and early diagnosis. Few respondents
(6%, n ¼ 4) indicated that routine testing should not be
mandatory and felt that it had to be a personal choice; “It
has to be a choice, some people are not ready for it. Some
don't want to know.”
3.1.6. Delivering HIV/AIDS information
The majority of respondents (73%, n ¼ 49) indicated that they
had enough information about HIV/AIDS and that they did not
need more information. Fewer woman (27%, n ¼ 18) reported
that they did not have sufficient information.
The respondents indicated that effective ways to dissemi-
nate HIV/AIDS information to women in their community
would be via television programmes (31%, n ¼ 21), health care
workers (24% n ¼ 16), newspaper/magazines (18%, n ¼ 12),
other print materials (12%, n ¼ 8), teachers/schools (7%, n ¼ 5),
internet/social networks (6%, n ¼ 4) and radio (6%, n ¼ 4). They
also (16%, n ¼ 11) indicated that having community work-
shops/seminars would be a good way to distribute informa-
tion. Others (5%; n ¼ 3) suggested going door-to-door for
dissemination of information.
When asked to provide their thoughts on ways to improve
HIV prevention, some respondents indicated that more edu-
cation was needed (25%, n ¼ 17), free condoms should be
distributed regularly (22%, n ¼ 15), emphasis should be placed
on using protection during sex (13%, n ¼ 9). Respondents
indicated that community workshops would be ideal if these
targeted the youth and men and if the workshops had HIV
infected people discussing issues that affected them.
3.1.7. HIV testing, medication and disclosure
Themajority of respondents (90%, n¼ 60) reported having had
an HIV test. Of these, 50% (n ¼ 33) were tested within the last
year. The prevalence of HIV amongst the study population
was 22.4% (n ¼ 15).
ThemajorityofHIV infectedparticipants (66.7%,n¼10)were
onARTandonlyoneof these indicatedthat shewasnegligent in
taking her full course of medication. Three respondents (5%)
reported that their CD4 T cell count is above the required level
for receiving ART. All the women on ART reported that the
medication had a positive effect on their health.
Only one respondent reported that she had not disclosed
her status to anyone whilst two respondents (3%) indicated
disclosure to everyone that they knew. The majority of re-
spondents disclosed their status to a family member, typi-
cally the mother (80%; n ¼ 12) and/or their current partner
(66.7%; n ¼ 10).
3.1.8. Attitudes towards women who had disclosed their HIV
status
Of the 15 respondents who indicated that they were HIV pos-
itive, two (13%) indicated that they had been treated badly by a
health worker because of their status. Two (13%) respondents
also reported losing their job, one indicated that she had been
denied care by her family, one had been rejected by her family
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school. Some respondents indicated that they had been
abusedby their partners becauseof their status (20%;n¼ 3) and
another 20% (n ¼ 3) had experienced a break-up of their rela-
tionship because of their status. Some respondents reported
losing their friends because of their status (26.7%; n ¼ 4).
Personal concerns reported by HIV infected participants
were worries about death and leaving their children behind
(33%; n ¼ 5). They also commented that they worried about
becoming sick when their CD4 T cell count dropped (20%;
n ¼ 3) and are concerned about how others treat them (13%;
n ¼ 2). A further two respondents (13%) expressed concern
over the treatment; taking ART for the rest of their lives, and
actually getting the ART. One was concerned about how she
contracted HIV.3.2. Perspectives of health care volunteers
3.2.1. Socio-demographic characteristics of health care
volunteers
A total of 12 female health care volunteers were interviewed.
The mean age was 56 years (50e63). Majority were identified
as Black (83%, n ¼ 10) and 17% (n ¼ 2) were White. Three (25%)
were single, five (42%) were married and four (33%) widowed.
Only three (25%) of the health care volunteers had some form
of health related qualification (Homoeopath: n ¼ 1, Nurse:
n ¼ 1, Diploma in Occupational Therapy and Reflexology:
n¼ 1), 50% (n¼ 6) had completed high school while 25% (n¼ 3)
had not completed high school. Only one health care volun-
teer was a paid staff member affiliated to the Homeopathy
clinic. The remaining 11 were informal helpers who either
provided assistance to the staff at the Homeopathy clinic or
advocated for the health and well-being of fellow residents by
providing help in the form of ensuring that the sick take their
medications regularly, bathing the frail or providing some
form of health advice. The majority were HIV negative (92%,
n ¼ 1) and only one (8%) was HIV positive.
3.2.2. Stigma
Health care volunteers indicated that whilst there was much
gossip about people whowere sero-positive, these people were
well cared for by the community and that theywere assisted in
times of need. One health care volunteer however, indicated
that health care professionals suchasdoctors andnurses in the
public sector hospitals were insensitive towards HIV infected
patients and this led to patients ‘losing hope’. However there
seemed to be more sensitivity towards children who were
infected by the virus; for example some parents avoided
revealing to their own children about another child's status. So
in this way infected children were not ostracised.
3.2.3. Challenges
Health care volunteers reported that a major challenge in
accessinghealthcarewas the longdistance toclinics (50%;n¼6),
the lack of personal transport (25%; n¼ 3) and insufficient funds
(17%; n ¼ 2) to use public transport to access facilities. They
indicated a need for a community clinic in the area. Some of
these respondents also indicated that the lack of nutritious food
(8%; n ¼ 1) and warm clothing during winter (8%; n ¼ 1) werefurther challenges experienced by the sick as this prolonged ill-
nessesespecially TBwhichoftenaccompanied anHIV infection.
3.2.4. Condom usage
The health care volunteers were aware of the low uptake in
the use of condoms. ‘South African men don't like them …
they don't wear them and the men like dry sex so then it's
rough’. Another health care volunteer mentioned that she
tried to encourage young girls to use condoms but after a few
months of dating they stopped using them because the male
partner felt that he had to be trusted. These girls were how-
ever aware of the male partner being promiscuous.
3.2.5. PMTCT knowledge
Thehealth care volunteersmentioned that the communitywas
aware of HIV but they felt that there was limited knowledge of
MTCT. Furthermore they themselves had limited knowledge of
MTCTandonlythree (25%)healthcarevolunteers indicatedthat
MTCT could occur via breastfeeding and one (8%) of these
women indicated that HIV infected mothers are told to stop
breastfeeding. Health care volunteers mentioned that women
have difficulty abstaining from breastfeeding their children,
because of the stigma associatedwith not being able to care for
one's child, and the difficulty in obtaining formula. Another
health care volunteer had a vague idea of some link between
MTCT and breastfeeding but was uncertain about what advice
to give mothers regarding this. She indicated that mothers
would need to be referred to medical doctors for advice. Two
health care volunteers (17%)mentioned that ARVs play a role in
PMTCT. However, one of these informants mentioned that HIV
infected women often get pregnant in order to receive ARVs
because of the belief that the ARVs will cure them of HIV but
they were unaware that the ARVs are actually for PMTCT.
3.2.6. HIV education
The health care volunteers indicated that there was a need for
more education on HIV, particularly to encourage the youth
and men to use preventative measures. They however indi-
cated that people were unwilling to attend talks as they found
this ‘boring’ and thus innovative ways of delivering informa-
tion were required. These could be plays or movies about HIV
and enticing people to attend by the provision of food, snacks
or even gifts such as ‘hand cream’. They indicated that this
would serve to draw people to the information session as
many were unable to afford bare necessities.4. Discussion
This study highlights the complex interplay of many factors
involved in HIV knowledge and prevention among women
residing in an urban community of low socio-economic
standing. Although there is knowledge about HIV/AIDS
transmission modes and prevention strategies, there are
many misconceptions regarding the modes of transmission.
There is a general indication of awareness of MTCT, but dif-
ficulty in specifying how it occurs. Of concern is that the
health care volunteers have limited PMTCT knowledge and
this would be related to their lack of training in a health
related field. Whilst some of these health care volunteers
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feeding, none of them correctly indicated that the virus could
be present in breast milk. They were also unaware that in the
African context, the current measure is to promote exclusive
breastfeeding as opposed to mixed feeding (Department of
Health, 2013). The rate of MTCT is higher in babies who
receive both breast milk and formula compared to those who
are exclusively breastfed (Iliff et al., 2005). Mixed feeding is
associated with less maternal antibodies due to consumption
of less breastmilk. Additionally, contaminated fluids inmixed
fed babies may damage the bowel, impair mucosal integrity
and facilitate the entry of the virus into infant tissues from the
breast milk (Coutsoudis et al., 2001).
Because HIV infections are high among women during the
reproductive years, it is important that they understandMTCT
of HIV which is a growing problem in resource-poor settings
where there is an estimated risk of 21%e45% (Maputle & Jali,
2008; Simonsen et al., 2014). Our findings are consistent with
those of Maputle and Jali (2008) who also reported that women
have limited knowledge of HIV transmission through breast-
feeding. A further concern that the present study highlights, is
that ARVs during pregnancy are for curing themother and not
for PMTCT. Educational programmes highlighting PMTCT are
thus required to dispel misconceptions around these issues.
In order for PMTCT initiatives to be successful, creative ways
of disseminating this information is important.
The general acceptability of childbearing by HIV positive
women is consistent with previous reports (Maputle & Jali,
2008). Positive attitudes regarding conception of HIV positive
women were based on the fact that HIV transmission to the
child could be prevented through proper planning with their
partners, the medical doctor, taking ART to prevent trans-
mission of the virus to the baby and to boost CD4 cell counts.
There is however also a myth about condom use during
pregnancy being essential to prevent vertical transmission.
There were fewer responses that condom usage is for pro-
tection of the partner and for prevention of other sexually
transmitted infections during pregnancy further highlighting
the need for HIV educational programmes in this community.
Whilst the knowledge of HIV transmission via unprotected
sexual activity is high, it is disturbing that only 10% of the
population use condoms. This, together with the reported
large number of sexual partners is in stark contrast with their
knowledge that multiple partners increase the risk of con-
tracting HIV. Clearly some form of intervention is required to
encourage people to reduce their number of sexual partners
and to use condoms.Women however experience difficulty in
negotiating safe sex. Furthermore health care volunteers
mentioned that men don't like to use condoms because men
like ‘dry sex’. This seems to be achieved by very little foreplay
so that the vagina remains dry and females also allegedly use
traditional herbs for drying out the vagina. This is cause for
concern as this could lead to easy tearing of tissues and
increased exposure to HIV. While our study contributes
important information regarding particular knowledge and
attitudes of a specific community in order to tailor in-
terventions appropriately, additional research focused on is-
sues pertaining to challenges that individuals face when
adopting recommended health behaviours, such as condom
use, is needed. It is likely that issues including gender(in)equity, and notions of male masculinity impact on what
women are able to do with the information that they receive
(Leddy et al., 2015). Thus, it is imperative that we not only
know how to provide appropriate information, but also the
broader context that supports the adoption of healthier
behaviours.
Many of the women thought that they have enough in-
formation about HIV/AIDS; however some are still willing to
obtain more information. This creates an opportunity for
establishing and enhancing HIV educational programmes that
are specific for small communities. Some of the options raised
included: mobilising women to go door to door giving infor-
mation, conducting community workshops in the form of
‘movies’ and the provision of free food to draw people to such
events. It must be noted that this is a low income community
and like many others in South Africa, people live below the
bread line, and thus, incentives were seen as an important
means to bolster participation.
Although HIV treatment in countries with limited re-
sources, is expanding, there is a concern of poor adherence
which could lead to viral resistance to themedication (Bekker,
Myer, Orrell, Lawn,&Wood, 2006). Conversely, the majority of
HIV positive women in this study adhere to their medication
and they are sure that it helps improve their lives. Those who
are not on medication knew that their CD4 cell count was too
high to receive ARVs. In developing countries including South
Africa, HIV positive people only qualify for treatment once
their CD4 cell count has dropped to below 350 cells/ml (Bekker
et al., 2006). Although it was only one case, where a woman
reported to not rely on HIV treatment, but on God, this high-
lights the need for the presence of knowledgeable religious
and other support groups who could simultaneously
encourage their constituents to adhere to health behaviours.
The majority of the women in this study had disclosed
their HIV status, particularly to mothers and current partners.
Studies have reported that HIV disclosure comes with
different sorts of stigma and discrimination (Simoni, Demas,
Mason, Drossman, & Davis, 1998). We report that women
face bad treatment from health care workers, family, partners
and society. These factors could make people more secretive
about their HIV status, a further challenge in the fight against
HIV. More work is needed to impart information to commu-
nities and health services so that individuals can be sensitive
to HIV, and so that patients have more positive health care
experiences. Although the majority of women seemed opti-
mistic about their lives despite theHIV infection, there are still
concerns about becoming ill, death and leaving their children
behind. These concerns highlight that women need advice
and support that will help them cope with their HIV status.
Given the high levels of poverty and the distance to the
health facility and transport problems, there is a need for
community based care. However, this study highlights that
there is an urgent need to provide the relevant education to
health care volunteers prior to them taking on this role.
Without this education, incorrect information will be passed
on by care givers to the community. Short courses that pro-
vide the relevant training are thus essential. Refresher courses
for qualified health care workers are also crucial so that they
can continue with the most updated information.
h e a l t h s a g e s ondh e i d 2 1 ( 2 0 1 6 ) 1 7 1e1 7 8 177While this study provides important information for HIV
prevention efforts, it is not without limitation. For example,
this study utilized a snowball sampling technique, which does
not provide a random, unbiased sample, which could have led
to more popular individuals in the community being more
likely to be sampled. However, these individuals are alsomore
likely to be active members of their community, and thus, it is
particularly important to tap into their perceptions about
health care delivery as they are often an important conduit for
providing information about health and services. In addition,
the study only included the perceptions and experiences of
women from Kenneth Gardens and may not be generalizable
to other settings. Moreover, only womenwere included in this
study. It would be useful to understand the perceptions and
experiences of men in the community, as well as care pro-
viders from nearby hospitals, and political figures.5. Conclusion
Given that women reported that they are knowledgeable
about HIV/AIDs, but were unable to identify how to prevent
transmission frommother to child, innovative ways to impart
knowledge and updated standards of practice are essential. A
practical solution to impart PMTCT knowledge could be to
provide training to the health care volunteers, who could then
provide tailored training to their community. In addition, the
Homeopathic clinic could also provide PMTCT guidance dur-
ing their routine exams. However, more research is needed to
understand how to best tailor this information so that the
community is receptive to receiving it.Acknowledgements
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